Foreign bodies of the urinary bladder may occur by self insertion, iatrogenic means or migration from the neighbouring organs. The variety of objects found self-inserted is impressive. The patient usually presents with dysuria, poor urinary stream or retention, bloody or purulent urethral discharge, ascending urinary tract infection, urgency, and/or pelvic pain. Management should be tailored according to the nature and dimensions of the foreign body. In the following paper, we report three cases with different presentations that were managed successfully.
Introduction
All manner of foreign bodies have been extracted from the bladder. Introduction into the bladder may be through self-insertion, iatrogenic means or migration from adjacent organs; thus extraction should be tailored according to the nature of the foreign body and should minimize bladder and urethral trauma. 1, 2 The possibility of an intravesical foreign body should be considered in any patient presenting with chronic, unexplained lower urinary tract symptoms.
Case 1
A 23-year-old female came with complaints of pain in suprapubic region with increased frequency. An abdominal X-ray showed a 4 × 3 cm calculus having two pointed ends in the pelvis. Suprapubic cystostolithotomy was done and the calculus was found to be encapsulating a pen casing ( Figure 1 ). On obtaining a detailed history, the patient selfreported using the pen casing as a means of masturbation and that it had been retained in her for the past 10 years. It was the only time she had self-inflicted a foreign body in her urethra. She had no history of psychiatric illness or drug addiction.
Case 2
A 70-year-old man presented with burning during micturition and increased frequency. His history revealed that he had a broken rubber catheter inside his bladder which had been introduced by an untrained professional for draining his acute retention 6 hours before. Ultrasonography of the patient's abdomen showed the catheter tube inside the bladder with evidence of mucosal wall trabeculations and cystitis. Cystoscopic removal was attempted, but failed. The broken piece was removed via suprapubic cystostomy, ( Figure 2 ) which also helped in draining the turbid urine and controlling cystitis. The cut end of the catheter had evidence of sticking plaster suggesting that a 
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broken catheter was first fixed with sticking and then used to drain the patient's bladder.
Case 3
A 53-year-old male presented with the inability to void, hematuria, turbid urethral discharge, and a knot of Ryle's tube protruding from his urethra ( Figure 3 ). The patient had a surprising history of retention of urine for which a nonmedical professional had introduced a Ryle's tube instead of a catheter for drainage of a full bladder. A whole Ryle's tube had been inserted in the bladder, which got coiled and stuck inside. Attempts for retrieval were subsequently made and the tube was removed half-way, leading to urethral tear. Moreover these attempts made the patient bleed per urethra. The patient came to our hospital after five days. An emergency cystostomy was performed and a coiled loop in the Ryle's tube, forming a knot inside the bladder, was found to be the cause of the retention of the tube. The knotted loop was removed and they cystostomy closed. The patient recovered well, passing good stream after two weeks of catheterization.
Discussion
Foreign bodies in the urinary bladder may occur by self-insertion, iatrogenic means or migration from the neighbouring organs. The most common reasons are for sexual pleasure (ie, eroticism, especially masturbation or sexual gratification), inquisitiveness (particularly in children), as a consequence of psychiatric or senile states, or due to being under the influence of alcohol, but hygienic behavior and attempts to relieve voiding problems have been also reported. The major route for ingress of foreign bodies is via the urethra. 3 The variety of objects found self-inserted is impressive and include: sharp objects (eg, needles, lead pencils, copper wire, paper clips, pen-casings); tubes (eg, pieces of Foley catheter, cable, rubber tube, Teflon ® beak of resectoscope sheath); soft objects (eg, cotton swabs, tampons, carrot, surgical gauze); parts of animals (eg, bones); plants and vegetables (eg, hay, cucumber); fluids (eg, glue); powders (eg, cocaine); and others (eg, intrauterine devices). 4, 5 The patient usually presents with dysuria, poor urinary stream or retention, bloody or purulent urethral discharge, ascending urinary tract infection, urgency, and/or pelvic pain. 1, 6 Foreign bodies, when left for a long time, act as a nidus for calculus formation. A few of the known complications are bladder perforation, abscess, and fistula formation. Chronic irritation leading to squamous cell carcinoma of the bladder has also been described. 7 Finally, intravesical foreign body-induced bladder calculi resulting in obstructive renal failure has been reported in the literature. 8 Management is aimed at providing complete removal of the foreign body, which should be tailored according to its nature and dimensions, with minimal trauma to the bladder and urethra. Most foreign bodies can be removed transurethrally with cystoscopic grasping forceps. Modifications of conventional instruments have been described to tackle difficult situations. 9 Open suprapubic Surprises in the urinary bladder Dovepress submit your manuscript | www.dovepress.com Dovepress cystostomy is sometimes required for large, impacted foreign body removal. After removal, psychiatric referral is recommended to prevent a repeat of the episode, if the object was self-introduced. 5
Conclusion
Foreign bodies in the urinary bladder represent a urological challenge that requires prompt management. The suspected history and presenting symptoms are crucial and may lead to further investigations. Intravesical foreign bodies should be included in the differential diagnosis of patients with chronic lower urinary tract problems. Radiological evaluation is necessary to determine the exact size, number, and nature of the object(s). The most suitable method for removal of intravesical foreign bodies depends on the nature of the foreign body, age of the patient, the available expertise, and equipment. The variety of these objects can be impressive and removal of the foreign body may be quite challenging, requiring imagination and high-level surgical skills.
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